The relation of marital complaints to family history was examined in a sample of 1,624 psychiatric outpatients. Marital complaints were recognized to be an aspect of a broader "depressive spectrum disorder" with distinctive age, gender, alcohol, and neurotic depressive symptom characteristics; however, holding constant the depressive spectrum characteristics, a specific independent relation of marital complaints to family history of parental marital discord was verified. It is concluded that marital problems have two primary etiologies in the psychiatric population, one as part of a broader depressive spectrum disorder and the other a more specific familial behavior patterning.
In a recent report, Henry and Overall (1974) examined demographic and symptom characteristics of psychiatric outpatients who presented "marital problems" as a chief complaint. An interesting observation was that patients with complaints of marital problems tended more often than other patients to report marital discord, separation, or divorce of parents in their childhood homes. This tentative finding seemed all the more important because various other disruptive factors in the childhood home, such as death of a parent, did not appear to relate to marital problems. The investigation reported here involved a larger accumulated sample and more detailed statistical analyses aimed at discounting the possibility that the apparent dependence of marital complaints on family history may be due to mutual dependence on a third factor. The question under investigation was whether marital complaints have a direct dependence on parental family history that cannot be explained on the basis of more immediate demographic and psychiatric symptom characteristics.
METHOD
A standard checklist history and target symptom data form was completed by senior medical students for some 2,800 consecutive new patients seen for the first time in the Adult Psychiatry Outpatient Clinic 1 This work was supported in part by Grant DHEW 2 RO 1 MH 14675-06. 2 Requests for reprints should be sent to John E. Overall, Department of Neurology and Psychiatry, Psychometric Lab, University of Texas Medical Branch, Galveston, Texas 77550. of the University of Texas Medical Branch at Galveston hospital. The history form provided for recording of basic demographic data, such as age, race, sex, marital status, and social-class indicators. A special section included items pertaining to the most frequently encountered "chief complaints" among psychiatric clinic patients. Marital problems was the chief complaint item of primary interest in this investigation. Also included in the history form was a section concerned with "problems in the parental home while the patient was less than 12 years of age." Items in this section of the history all involved disruptive factors such as death of a parent, alcoholism, or psychiatric illness; however, only three of the items in this section pertained to marital discord, separation, or divorce of parents. A target symptom checklist of 18 items was also included.
For this investigation of etiology and epidemiology of marital problems, never-married patients and widowed patients were excluded from the sample, as were divorced patients who did not present a chief complaint of marital problems. Patients included in the sample were thus all of the married patients, whether currently living with spouse or not, plus divorced patients who presented marital problems as a primary concern. The reduced sample consisted of 1,624 patients.
Initial analyses were undertaken to identify the background variables, other than parental family history, which in combination are most predictive of the presence or absence of marital problems as a chief complaint. The single background variable most highly correlated with marital problems was identified. Then the second background variable with strongest residual correlation after effects of the first had been partialled out was identified. The process was continued until no additional significant discrimination of the marital problems group could be achieved. It was found that the patterns of relevant background characteristics could be grouped to define three subpopulations with high, medium, and low frequency of marital problems. The patterns were thus classified to yield a single three-category epidemiological variable with high relevance for pre-dieting presence of marital problems from demographic characteristics of the patients.
A similar screening of relevance of target symptoms was accomplished. The four symptom variables which, in combination, were most predictive of presence or absence of marital problems were identified and the 2* = 16 possible patterns were categorized into high-, medium-, and low-probability groups. This yielded a three-category prognostic classification based on manifest psychiatric symptomatology, in addition to the earlier defined three-category classification based on demographic characteristics.
The final step in the analysis involved a multiway chi-square analysis of the dependence of marital problems on the parental history items with effects associated with demographic and/or target symptom patterns partialled out (Shaffer, 1973) . The multiway frequency analysis yields tests of three hypotheses of special interest. The first hypothesis (Test A) concerns .the presence of a significant relation between marital problems and parental family history within any of the demographically and symptomatically homogeneous subgroups. A significant result on Test A does not necessarily mean that the relation is constant across all levels of the control variable. Test B is a test of the consistency of the relation between marital problems and parental family history across the various homogeneous subgroups. It is analogous to a test of interaction in analysis of variance designs. Test C is a test of significance of the consistent relation of marital problems to parental family history across all patterns (levels) of the control variables. It is analogous to a test of the main effect for parental family history in an analysis of variance design and is considered meaningful only if Test B fails to reveal the presence of interaction effects. The computer program used in the analysis is contained in an available report (Overall, 1973) .
RESULTS
The preliminary screening of background variables with regard to relevance for complaints of marital problems resulted in the recognition that patterns of age, sex, and alcohol use define subpopulations with different probabilities of marital complaints. The patients with highest probability of marital complaints are young females. The probability is enhanced by alcohol use and more so by history of alcohol abuse.
The next step in the analysis involved combining the various possible patterns of age, sex, and alcohol history into a single threelevel categorical variable having maximum relevance for marital problems. This was accomplished by calculating the relative frequency of complaints of marital problems for each possible pattern of the three relevant background variables. On the basis of the empirical relative frequencies, the patterns were assigned to high-, medium-, and low-risk categories. The particular patterns of background characteristics associated with different probabilities of marital complaints are identified in Table 1 . Each patient was placed in one of the three categories on the basis of his particular pattern of background characteristics. Of the 467 individuals placed in the low-risk group, 23% had presented marital problems as a chief complaint. In the medium-risk group composed of 461 patients, 45% cited marital problems, and among the 694 patients assigned to the high-risk group, 61% cited marital problems as a chief complaint. A chi-square of 1SS.73 (with df -2) indicates highly significant (p < .001) dependence of marital problems on the patterns of background variables, as classified into high-, medium-, and low-risk categories.
A similar approach was used to identify the most relevant psychiatric symptoms and to classify the various symptom patterns into high-, medium-, and low-risk groups. Symptoms of depressed mood, extrapunitiveness, intropunitiveness, and overresponsive emotionality were found to contribute significantly to discrimination of the marital problems group. In combination, these symptoms suggest an agitated, neurotic, depressive-type psychiatric patient. The symptoms were found to be essentially additive in combined significance for complaints of marital problems. One or none of the four symptoms was indicative of low probability of marital complaints, except that extrapunitiveness alone was consistent with an intermediate level of marital complaints. Accordingly, the total patient sample was classified into low risk (zero or one of the four symptoms, except for extrapunitiveness alone), medium risk (extrapunitiveness alone, or any two symptoms), and high risk (three or four symptoms). The resulting low-, medium-, and high-risk symptom groups consisted of 781, 583, and 258 patients. The percentages of patients in these three groups who presented with marital problems as a chief complaint were 23, 53, and 59%, respectively. A chi-square of 63.42 (dj=2) indicates highly significant (p < .001) relevance of the symptom patterns for complaints of marital problems.
There are nine possible combinations of high-, medium-, and low-risk background patterns with high-, medium, and low-risk symptom patterns. The relative frequencies of complaints of marital problems in the nine categories derived by combined background and symptom information in this manner are presented in Table 2 . A chi-square of 204.58 (df = &) reveals highly significant (p < .001) relevance of the combined pattern classification for probability of marital complaints. Young female patients with histories of alcohol abuse and agitated depressive symptom profile patterns can be recognized to have highest probability of entering the psychiatric clinic population with complaints of marital problems.
The importance of defining the subpopulation within the psychiatric clinic setting that is most prone to complain of marital problems should not be discounted; however, in the present investigation, the primary interest with identifying high-and low-risk groups was for purpose of controlling for extrinsic factors in the examination of dependence of marital problems on parental family history. The final phase of the investigation involved analysis of the relation of complaints of marital problems to parental family history with effects of the demographic and psychiatric symptom patterns held constant. The relevance of each parental family history item was examined separately. The results are summarized in Table 3 . Test A is derived from a pooling of the results obtained from analyses of the critical relation within each homogeneous subgroup described in Table 2 . Test B is a test for lack of consistency of the relation between marital complaints and parental family history across the several otherwise homogeneous subgroups. Test C is a test of the overall consistent relation of marital problems and parental family history across all subgroups. The results clearly suggest that parental discord is the most relevant family history item. Separation or divorce of parents appears relevant, but the relation is considerably weaker. These important relationships are independent of the demographic and psychiatric symptom characteristics which denned subpopulations with different proneness to complaints of marital problems. Serious financial insecurity in the childhood home appears as another relevant family history item, but other serious disruptive factors in the childhood home do not appear to increase the probability of marital complaints.
SUMMARY AND CONCLUSIONS
The primary purpose of this investigation was to determine whether family history of parental marital discord has a separate and independent relevance for marital complaints by psychiatric outpatients that cannot be accounted for by differences in a variety of intervening factors. The approach that was employed involved an attempt to hold constant other factors which might possibly provide alternative explanations. Due to the substantial number of demographic and psychiatric symptom variables that were recognized to be associated with marital complaints, it was not considered feasible to partial out the effects of the individual control variable. Instead, the total patient sample was grouped into subgroups having patterns of background and symptom characteristics that were found to have aproximately equal relevance with respect to marital complaints. The relation of marital complaints to family history was then examined within and across these relatively homogeneous subgroups. It is considered that the subgrouping adequately captured the marital-problem relevance of the multiple demographic and psychiatric symptom variables. The subsequent three-way chi-square analysis revealed highly significant dependence of marital complaints on family history of marital discord with effects of the composite patterns held constant. This finding is viewed as supporting the hypothesis that patterns of marital interaction are the result, at least in part, of role relationships and expectations learned in childhood through observation of parental marital interaction.
An hypothesis that was previously considered by Henry and Overall (1974) is that marital problems are one manifestation of a more pervasive neurotic depressive syndrome. Winokur and colleagues (Dorzab, Baker, Cadoret, & Winoker, 1971; have described a "depressive spectrum disorder" that occurs most frequently in young females with positive family histories and which has alcoholism as an alternative manifestation (predominantly among male relatives). It is interesting to note that the empirical search procedure employed in the present investigation resulted in a pattern of epidemiologic and psychiatric symptom characteristics that appear to conform closely to Winokur's description of depressive spectrum disorder, which he considers to have a genetic basis. The strong relations of marital problems to age, gender, alcohol, and neurotic depressive symptom manifestations that are evident in Tables 1  and 2 seem to support the conclusion that marital problems should indeed be considered a primary manifestation of depressive spectrum disorders. To the extent that marital problems are a manifestation of depressive spectrum disorder, it may well be that history of parental marital discord will prove to be one of the best retrospective evidences of the familial syndrome. It is important to note that these data do not necessarily support the hereditary thesis of Winokur.
The multiway chi-square analysis was undertaken to investigate whether all familial association of marital problems should be considered to result from transmission as part of a depressive spectrum disorder or whether, in a certain portion of cases, there is a specific parent-child similarity in marital relationships that is independent of the broader depressive spectrum. To the extent that depressive spectrum disorder is associated with the complex patterns of age, gender, alcohol, and neurotic depressive symptoms that formed the control classification factor, it must be concluded that a highly significant relation between complaints of marital problems and history of parental discord exists separate and apart from the depressive spectrum in the psychiatric patient population.
With regard to Winokur's description of depressive spectrum disorder, it is also relevant to note that his positive family history included increased frequency of recognized psychiatric illness. In the present study, the positive family history relevant to marital complaints was a history of parental marital discord, not a history of recognized psychiatric disorder. Thus, the results prompt us to conclude that a substantial portion of the psychiatric outpatient population marital complaints are associated with a broader depressive spectrum disorder which is familial in nature and which may have genetic basis according to Winokur; however, in another substantial segment of the psychiatric outpatient population, marital problems appear to have a familial basis which is not dependent on a broader depressive spectrum disorder. We would tend to favor an environmental, rather than genetic, explanation for the familial transmission of proneness to this specific disturbance in interpersonal relationships.
From a purely epidemiologic point of view, the fact that a highly significant dependence of marital complaints on family history of marital discord remains after effects associated with other relevant background variables and psychiatric symptom manifestations have been partialled out emphasized the importance of family history as an additional factor in defining the segment of the psychiatric population in which marital problems are most likely to appear as a focal issue. Young females with family histories of parental marital discord appear to constitute the subpopulation most likely to seek and to accept professional help for marital problems. If one adds alcohol abuse and an agitated, extrapunitive, depressive psychiatric syndrome to the characteristics defining the population, the probability of marital complaints aproaches certainty. The ability to identify this high-risk group would seem important if programs are to be instituted in an attempt to curb the epidemic deterioration of family structure in our society.
